Introduction
Skin diseases manifested by lichenoid eruption, is common in our country. Patients usually attend the skin disease clinic in advanced stage of disease because of improper treatment due to difficulties in differentiation of myriads of well established diseases which present as lichenoid eruption. When we call a clinical eruption lichenoid, we usually mean it resembles lichen planus 1 , the prototype of this group of disease. The term lichenoid used clinically to describe a flat topped, shiny papular eruption resembling lichen planus. 2 Histopathologically these diseases show lichenoid tissue reaction. The lichenoid tissue reaction is characterized by epidermal basal cell damage that is intimately associated with massive infiltration of T cells in upper dermis. 3 The spectrum of clinical diseases related to lichenoid tissue reaction is wider and usually includes lichen planus, lichen planus like keratosis, lichen nitidus, lichen amyloidosis, lichenoid drug eruptions, lupus erythematosus, erythema multiforme, graft versus host disease, lichen striatus, keratosis lichenoides chronica and pityriasis lichenoides etc. 4 Because of this heterogeneous assembly of clinical dermatosis, clinicopathologic correlation is essential in reaching a definite diagnosis. 1 Routine histological examination with clinical and epidemiological information can help in the diagnosis of most of the lichenoid eruption. However, in some cases, axillary technique like immunofluroscence can define the disease more precisely. There are few studies in this country on lichenoid eruption both from clinical and pathological point of view and to compare with studies from other countries. With this background, this present study was undertaken to know the clinical and histopathological pattern of lichenoid eruption, age and sex distribution of the diseases and to assess the clinical diagnostic accuracy by histopathology. For routine examination, formalin fixed paraffin embedded tissue sections stained with haematoxylin and eosin were used. For direct immunofluroscence examination, biopsy were collected in normal saline and after quick freezing, 4-5 µm sections were cut in cryotome. After washing in phosphate buffered saline, sections were incubated with FITC conjugated rabbit anti-human IgG, IgM, IgA, C3 and fibrinogen (DAKO). Then after glycerol mounting, the sections were examined for deposits under fluorescence microscope. All data were recorded meticulously as far as possible.
Materials and Method

Results
A total of 134 cases were included in this study. Out of these 61 cases were male and 73 cases were female with a female to male ratio of 1.19:1. The age ranged from 2.5 years to 75
Detailed clinical history was obtained in all cases. Dermatologist made the clinical diagnosis on the basis of history and physical examination. Among the 134 cases, the most common clinical diagnosis was lichen planus 123 cases (91.79%).
Histopathologically, lichen planus was also the commonest diagnosis, 88 cases (65.67%). Other histopathological diagnosis were lichen simplex chronicus 18 cases, discoid lupus erythematosus 11 cases, lichenoid drug eruption 5 cases, lentigo simplex 2 cases, psoriasis 2 cases, lichen amyloidosis 1 case, pigmented purpuric dermatitis 1 case, lichen nitidus 1 case, chronic allergic dermatitis 1 case, subacute dermatitis 1 case and chronic non-specific dermatitis 2 cases. 
Discussion
The present study was undertaken with the aim to demonstrate the disease pattern in patients who clinically present with lichenoid eruption of skin, age and sex distribution of the diseases and to assess the clinical diagnostic accuracy by histopathology. For this purpose 134 cases were collected from two big hospitals of Dhaka city. In this study, cases as young as 2.5 years and as old as 75 years were observed indicating lichenoid lesion can occur at any age. Though maximum number of cases was found in 2 nd and 3 rd decades. The mean age of the subjects was 33.15 ± 16.75 years. Out of the 134 cases, 61 cases were male and 73 cases were female with female to male ratio of 1.19:1 indicating both being equally affected. In this study, both limbs and trunk are commonly involved sites, with moderate itching and duration of 1 to 5 years in most of the cases. These findings are similar to other studies on lichenoid eruption. [5] [6] [7] [8] The overall clinical diagnosis showed concordance with histopathologic diagnosis in 70.89% cases with a positive predictive value of 67.47%. Lichen planus was the commonest diagnosis both histologically and clinically. This indicates that clinicians are able to diagnosis the LP patient as LP and non-LP patient as non-LP efficiently. But most of the non-LP patients were over diagnosed as LP on clinical evaluation. These non-LP patients present with lichenoid eruption after histological examination diagnosed as other lichenoid dermatosis. Other ancillary staining modalities like DIF can also help to diagnose these cases more accurately.
In conclusion, the present study reveals lichen planus is the commonest disease among lichenoid eruption, but many other lichenoid dermatosis may be diagnosed by routine histopathology and direct immunoflorescence study. As the lichenoid eruption of skin consists of extremely heterogenous groups of diseases, clinical evaluation alone is not sufficient to Figure 6 : Severity of itching of the cases Severity of itching was assessed (Fig 6) 
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